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SOME OBSERVATIONS ON THE POST- 
OPERATIVE MORBIDITY OF GAS- 
TRIC AND DUODENAL ULCER. 


AuGusTIN V. WENDEL, M.D., 
Newark, N. J. 


Reports of highly skilled and experienced opera- 
tors working in thoroughly equipped institutions 
exhibit the modern treatment of gastric and duo- 
denal ulcer as one of the most brilliant chapters in 
therapeutics. Nevertheless it may be - said 
with. reasonable assurance that collective sta- 
tistical results will average 50% of symptom- 
atic failures. Smithies reports less than 
50% of cases free from complaints and 
Udaondo is quoted as even admitting symptomatic 
failure in 72.64% of his material. The following 
observations are largely based upon a careful study 
of 162 cases of post-operative morbidity seen dur- 
ing the past fifteen years. The material facts impress 
the writer that much improvement could be inau- 
gurated by a closer study of the problems involved 
and bringing these as a detailed exposition to the 
practitioner’s attention. For instance, 112 cases 
had been treated from 5 to 31 years after having 
been informed of the diagnosis and before opera- 
tion, while of the remainder 39 had been immedi- 
ately submitted to operation without any more ado. 
A tabulation based upon replies of these patients 
to queries so constructed as to determine as nearly 
as possible the theoretical attitude of their respec- 
tive medical attendants showed that general prac- 
titioners appear to be divided into two groups; the 
first one firmly believing that ulcer of the mid- 
alimentary tube is a medical problem, only occas- 
ionally requiring surgical aid; and the second 
group, believing just as firmly that every chronic 
ulcer requires immediate operation. The practical 
Consequences are that on the one hand chronic ul- 
cers are held for years on ineffectual or temporizing 
measures and until such extensive anatomical per- 
versions have occurred that operative procedures 
of the first magnitude are required or that lesional 
erasion is out of the question. 

By the best available statistics the internist is able 
‘0 show no more than 40% of permanent recover- 
ies, which leaves 60% for surgical consideration. 
By this token chronic gastric and duodenal ulcer is 


a surgical disease which, however, does. not mean. 
that the internist has nothing more to do, after mak- 
ing a diagnosis, than hand the case over for opera- 
tion. Symptomatic failure of the 39 cases men- 
tioned above was most likely due to premature 
surgical treatment or at least to insufficient medical 
preparation. To take a random example, a man, 
thirty-seven years old, giving a history of hunger 
pain of eight months’ duration, loss of weight and 
constipation, went to his attendant who had him 
x-rayed. A deformed cap and antrum was found 
and three days later a posterior gastrojejunostomy 
was performed. He got up two weeks after the op- 
eration ; the same pains recurred and continued with 
even greater severity. Eight weeks later he came 
into the writer’s service, saying that he had lost 
eleven pounds since the operation. There was an 
evening elevation of temperature of two degrees 
with morning remission, a sinus in the upper angle 
of the wound discharging thin pus but no food; 
stoma open, cap and antrum deformed; x-ray ex- 
amination of the chest showed a right hilus lesion 
with diaphragmatic involvement. He said he had 
no cough but that his wife had active pulmonary 
tuberculosis for the past year. 1/1,000 mg. of O. 
T. gave a sharp reaction. Under a mild reaction- 
less tuberculin and general therapy recovery oc- 
curred. Forty-three of the 162 post-operative 
morbidity cases were found tuberculous. Dubard 
states that 80% of all his ulcer cases were affected 
with a benign but insidious form of pulmonary 
tuberculosis. Surely this is a matter for investi- 
gation and appropriate treatment before advising 
operative measures. 

The etiology of alimentary ulcer is still in a nebu- 
lous state but certain things are sufficiently known 
to be of practical importdnce. It is the fashion 
just now to say that gastric and duodenal ulcer is 
due to infection because the streptococcus is found 
in the ulcer tissue, but as the process is not an in- 
flammatory one it is more likely that these organ- 
isms bear the same relationship to the prime etiolog- 
ical factor of chronic ulcer that the streptococcus 
does to the tubercle bacillus. Greggio was unable 
to produce experimental ulcer until he had sec- 
tioned the pneumogastric nerve. He believes this 
leads to alteration in the cells of the mucosa which 
may diminish their capacity for drawing from the 
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blood the substances necessary for elaborating anti- 
peptic and antitrypic defences against digestion by 
the digestive juices. The majority present the 
phenomena and symptoms of hypervagatonia and 
our experience has been that post-operative con- 
valescence is not only more rapid and smooth when 
such cases are kept mildly under the influence of 
atropin, but that its therapeutic power is often man- 
ifested under similar conditions when combined 
with rest even after operative failure. Thirty-one 
per cent. of the last hundred cases showed pluri- 
glandular disturbances and since many able observ- 
ers believe the endocrin system to be in some way 
connected with alimentary ulcer it should be a rule 
to apply appropriate measures in every such indi- 
vidual before and after surgical treatment, espe- 
cially in that large group showing atonic gastric 
peristole. 

Notwithstanding my conviction that the patho- 
genic micro-organisms isolated from the ulcer tis- 
sues are not the primary agent in the causation, 
there is no doubt in my mind, as a result of experi- 
ence, that they are a potent secondary factor in the 
extension of cellular necrosis and in the preven- 
tion of cicatrization. I have made it a rule to ex- 
amine the aspirated contents of stomach and duo- 
denum taken during the fasting state, especially for 
streptococci, staphylococci and colon bacilli. The 
happiest results have followed autogenous vac- 
cines in 26 cases of persistent ulcer after operation. 
A long period of rest also makes permanent cicatri- 
zation of the ulcerated area more certain, and this 
measure has served in many cases where operation 
with short periods of rest had failed. If the in- 
ternist, aided by the roentgenologist, proceeds in a 
rational way an appropriate case should be either 
well in‘twenty weeks or in proper condition for the 
surgeon. 

The rational indication confronting the surgeon 
is the removal of the lesion without undue risk and 
the correction of the resultant disturbance of 
motility ; failing this ideal, then to provide rest and 
drainage to the diseased organs in the hope of se- 
curing cicatrization of the ulcer. Right here it may 
be said without fear of contradiction that although 
there are many operations done upon ulcer patients 
there is not enough of surgery. In the overwhelm- 
ing majority of instances, to judge by the writer’s 
material, seemingly, the operator did not intend to 
do anything but a gastro-enterostomy, on the sup- 
position that the alkaline backsplash and gastric 
drainage would result in cure. If the trouble be 
taken to test out the gastric contents of ulcer cases 
-before operation trypsin will be found in about 


54% but no healing in spite of the alkaline reflux 
through the pylorus. The #-ray has long ago 
shown that the good effects of gastric drainage have 
been overdrawn. Its value is more evident when 
there is a coincident infective gastritis and even in 
those cases marginal or jejunal ulcer is very apt to 
follow, especially when non-absorbable material is 
used for suture. Since it is rare indeed to find 
matters in the upper abdomen either pathologically 
or mechanically the same in any two cases, it is easy 
to discern the reason for the different operative pro- 
cedures proposed and practiced by equally able 
surgeons. 

The problem of the surgical management of gas- 
tric and duodenal ulcer is so large and we as yet 
know so little of the intimate physiology of the in- 
volved alimentary segments, that the operative 
measures should be planned so as to disturb as 
little as possible the deviate position of the organs 
so frequently found in long-standing cases, because 
as a rule, that represents defensive physiological 
adaptation. The operator should try to leave the 
parts to functionate mechanically in principle as 
nearly as he found them unless the mechanical find- 
ings are evidently physiologically incompetent. Dis- 
regard for this fundamental principle of abdominal 
operative surgery and rough handling are respon- 
sible for many disappointments. Whether in any 
given case the method of Pilcher-Mayo, Balfour, 
Horsley, Finney, Heineke-Mikulicz, Roux, Moyri- 


‘han, Von Ejiselberg or any other, and to what ex- 


tent gastrolysis with or without Pauchet’s inter- 
coloepiploic preparation to assure ready access 
ibility shall be practiced, or in how far gastric and 
intestinal deformity shall modify the proposed op- 
erative procedures, must be decided after all the 
clinical, laboratory and radiological facts and ex 
ploratory findings after section have been correl- 
lated and studied from the angle of the greatest 
likelihood of a complaint—free final result. Viewed 
from this standpoint the operator who approaches 
his task with the determination to perform only? 
gastro-enterostomy is either timid or decidedly te 
miss. It often happens, of course, that a short cit 
cuit is all that can be done owing to the generd 
condition of the patient or insuperable local diff 
culties, but in all such cases unless the surgical a 
tendant feels unquestionably qualified he should 
associate himself with a gastro-enterologist fro# 
the beginning and keep the patient under a los 
course of after-treatment. 

The most frequent post-operative complaint & 
countered is pain. Many cases are reoperated wit 
a view to separating adhesions, etc., without a pt 
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liminary study of the causes. Eleven cases of post- 
operative pyloro-spasm in the writer’s material 
were cured by appendicectomy and show that ad- 
ventitious causes of gastric distress were over- 
looked because the presence of a gastric lesion was 
regarded as a sole cause of the distressful symp- 
toms. Five cases of gastroenterostomised ulcer 
with previously drained gall-bladders had to have 
cholecystectomy before they recovered. The crypts 
of Luschka can never be sterilized in a chronically 
infected gall-bladder and on account of the menace 
of leaving a proximate focal infection it ought al- 
ways to be removed. If there is cholangitis re- 
quiring drainage this can be easily provided by in- 
cising and draining the common duct, with a better 
prospect of ultimate cure. 


Too much attention is given to adhesions as a 
cause of pain and not enough to the things which 
may be hidden or covered by adhesions. The sur- 
geon does not hesitate on occasions to produce ad- 
hesions of the hollow and solid viscera and does not 
expect pains, indeed, quite the reverse. In my ex- 
perience adhesions not causing disturbance of need- 
ful physiological motility are of no importance ex- 
cept in so far as they hide the cause of pain. In 
one instance of recurring post-operative pain ab- 
dominal section disclosed a small encysted abscess 
resulting from a tiny posterior perforation of the 
gall-bladder; in another case a small abscess was 
encountered in the left lobe of the liver. Bottomly 
reports a small subphrenic abscess although no con- 
nection between it and the duodenal ulcer could be 
demonstrated. Minute perforations are very fre- 
quent, especially in duodenal ulcer and then pos- 
teriorly as a rule. They are apt to result in very 
small encapsulated abscesses as the result of 
minute extravasations, becoming an intermittent 
source of trouble much the same as abscessed ton- 
sils. They must be searched for and disposed of 
whenever possible. There are those who advise 
against the separation of adhesions because of this 
danger of opening a minute abscess. But an en- 
capsulated abscess, no matter how small, is sure to 
cause periodical eruptions of pain, to say nothing of 
the danger of leaving proximate focal infection. 
It is difficult to see how it can be considered good 
surgery to pass it by. Pain is also frequently due 
to chronic peritonitis and this, when not due to 
minute abscesses, is very frequently tuberculous. 
Tests for active tuberculosis should always be made 
in suspicious instances because tuberculin therapy 
will be found brilliantly effective in properly se- 
lected cases. 

Although it is a long time since attention was 


called to the frequency of chronic lymphangitis 
around the celiac plexus as a cause of epigastric 
distress in ulcer patients, very little attention is 
paid to it or its simple treatment. Cases are re- 
operated again and again without relief. In one 
of the cases coming into my service, a young man 
had had four annual abdominal sections after his 
gastro-enterostomy but no relief. The pain is 
characteristic. It is nearly constant, but varying 
with the amount of exertion, not as a rule influ- 
enced by the ingestion of food but relieved by re- 
cumbency, the more complete the more marked. 
Other causes must be excluded. From twelve to 
fifteen weeks- in bed with generous but bland diet 
and tonics has always sufficed for recovery in my 
experience. 

Another frequent cause of distress is marginal 
ulceration at the line of suture or in the jejunum 
close thereto. In the last nine cases seen by me 
there was an infective gastritis and duodenitis of 
the streptococcus type. Any one taking the trou- 
ble to watch the average operator will notice that 
the fear of bleeding or leakage in the operator’s 
mind is causing him to pull his muco-mucus suture 
more tightly than he would if he were suturing any 
other tisue. The consequence must be that pres- 
sure necrosis of some of the intervening tissues 
will occur. Add the predisposition to ulcer already 
existing, the presence of pathogenic micro-organ- 
isms, the mechanical attrition of food, and there 
is no reason to be surprised at having stomal ul- 
ceration. More often than is usually suspected 
these marginal ulcers perforate (Miaccarezza quotes 
the Van Roojen statistics as 89%) into the 
jejunum, not unfrequently even into the colon 
with formation of a persistent fistula, eructations 
with a slightly fecaloid odor, the presence of skatol 
and indol in the gastric contents of those having 
colonic fistula and symptoms of incomplete intes- 
tinal obstruction are superadded to the pain. 


Most of these eventually close but some cause a 
large amount of mischief. Obstinate marginal ul- 
cers can at times be excised by Mayo’s transgastric 
method, or the old anastomosis may be disposed of 
and a new one made. The only. reliable operative 
treatment of rebellious fistule is resection of all 
the fistulous segments and a new gastro-enteroana- 
astomosis. Intermittent attacks of pain are of fre- 
quent occurrence, the x-ray showing spasm of the 
stoma with periodical stasis only during the attack. 
This has been shown by Zweig to be due to hyper- 
chorhydric irritation of the stoma. A bland diet, 
atropin and rest quickly relieve the trouble which 
is often a sign of incipient marginal ulceration. 
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Every now and then after ulcer operations, espe- 
cially after gastro-enterostomy, a patient will com- 
plain of epi-or upper mesogastric pains during 
defecation. These pains are always due to peri- 
gastric adhesions involving the transverse colon and 
can, as a rule, be relieved only by operation. 
Gastric hyperesthesia complicating atony of the 
gastric peristole, but without continuous diminution 
of peristalsis, is of frequent occurrence nowadays 
and was responsible for five ineffectual secondary 
operations in the material seen by me. The com- 
posite picture is: epigastric pain aggravated by cer- 
tain articles of food but sometimes even relieved by 
the ingestion of proteins when the case is attended 
with hyperacidity ; nausea, at times vomiting, with 
relief when the stomach is empty; emaciation and 
weakness in proportion to the sitophobia. Roent- 
genography, gastric analysis and the history es- 
tablished a diagnosis. 

Stiller has shown that atony of the gastric peris- 
tole is of great frequency, dependent on a congen- 
ital disposition and especially liable to give trouble 
in ptotic individuals. It usually escapes detection 
unless sought. The autacoid disturbances follow- 
ing operative trauma and the incidental psychic 
perturbation are preponderatingly in favor of in- 
creased chalone formation until the disorder be- 
comes more.or less clinically manifest, but it is 
aggravated to a degree of serious discomfort when 
the pernicious practice now so prevalent of coitus 
interruptus is superadded. This was noted in the 
cases mentioned. The surgeon is liable to reopen 
the abdomen unless aware of the supplemental eti- 
ology. All of my cases were married males. They 
recovered on correct sexual hygiene and atropini- 
zation. These cases of facultative insufficiency 
must not be confounded with that most trouble- 
some class where ulcer operations are performed on 
stomachs with severe ptosis, atony and dilatation. 
According to Barber a midfundic tranverse stoma 
low down gives the best results. But only a symp- 
tomatic remission can be expected even from the 
best of treatment. | 


appear to be due to asynchronous gradiant rythm- 
icity of the peristaltic waves. Alvarez suggests as 
a result of his studies that the lines of section be 
made divergant towards the greater curvature in 
order to remove a longer side of the greater than 


reach the antrum unevenly. 

In two cases in my series Ortner’s syndrome was 
responsible for futile secondary laparotomy about 
a year after gastro-enterostomy for ulcer. Both 


Motility disturbances after midgastric resection - 


the lesser curvature. Otherwise the two waves will 


individuals were nearly fifty years of age. The 
operative indication was stated as periodical partial 
intestinal obstruction due to adhesions. The pains 
were mesogastric, generally three to four hours 
after a full meal, much distension during the at- 
tack, especially on the transverse colon, belching, 
nausea and constipation. The +-ray, combined with 
careful clinical observation, will usually clear the 


_diagnosis.. The blood pressure falls during the 


pain of intestinal obstruction whereas, as Brooks 
has shown, the pressure rises during dyspragia 
sclerotica splanchnica. Besides, the abdominal 
aorta is tender on palpation, the feces more ‘putrid 
during the attacks, gastric subacidity is always 
present and, as a rule, the other somatic phenomena 
of anginal sclerosis can be found. Prolonged ad- 
ministration of small doses of hyoscyamin, with 
proper dietary and intestinal toilet, will relieve all 
but advanced cases. 

Persistent diarrhea after gastro-enterostomy is 
generally neurogenous or infective. The creati- 
norrheic type, said to be due to adhesions of the 
posterior wall of the stomach to the pancreas, be- 
longs to the latter group as separation of the ad- 
hesions alone does no good. The cases showing 
copious stools, need a careful functional and bac- 


teriological study of the fasting stomach and duo- 


denal contents in addition to the usual tests, which 
usually gives the needed therapeutic indications. 


Vomiting as a result of vicious circle is not as 
frequent as it was in the early days but still occurs 
too often, because the casual operator is deceived 
in that the jejunum may be attached for some dis- 
tance, as Mayo has demonstrated, from its origin 
at the duodeno-jejunal foramen by a definite mesen- 
tery from the transverse mesocolon or concealed by 
adventitious adhesions. Consequent failure to di- 
vide this allows the conditions of a loop operation 
instead of a no-loop operation. Either another 
gastro-enterostomy or an entero-enterostomy must 
be made in such cases. Another cause is pulling 
the jejunum too tight, when the duodeno-jejunal 
foramen especially of the slit-form is rather small, 
the effect being a kink of the gut at the foraminal 
orifice. The result is dilatation of the duodenum 
with persistent or recurrent bilious vomiting of 
considerable quantities, headaches, pains simulat- 
ing gall-bladder affections; unless relieved by 4 
widening incision of the mesenteric plica at the 
orifice (not forgetting its small artery) until the 
gut is freed from constriction, the issue is apt to be 
fatal. Mild cases of duodenal dilatation are rather 
frequent after gastro-enterostomy in cases compli- 
cated with severe visceroptosis. One of my cases 
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had mild persistent tetany. Pelaez reports two 
severe cases of tetany attending duodenal dilatation. 
Pendancy of the two limbs of the jejunum at the 
site of operative junction will also cause vomiting 
on account of kinking or spur formation. A couple 
of sero-muscular anchor sutures above and below 
the anastomosis will prevent such a condition. That 
should be done where it has been omitted at the first 
operation. Adhesions distal: to the anastomosis 
sometimes cause vomiting and must be divided. 


Carnot, Froussard and DeMartel report a case of 
intermittent fecaloid vomiting following gastro- 
enterostomy. A gastro-jejunal ulcer had perforat- 
ed into the colon with persistent fistula. The 
fecaloid vomiting occurred only during diarrheal 
attacks. The case was cured by resection of the 
affected parts. One of my cases complained soon 
after gastro-enterostomy of fecaloid vomiting at 
times after stooping to pick up something, especial- 
ly if she happened to have on her corsets. X-ray 
demonstrated an open stoma, the duodenal lesion 
healed, but a patent iliocecal valve with much reflux 
of the barium enema. Vomiting ceased after plas- 
tic repair of the valve. Stenosis of the stoma was 
encountered in four of my cases, and in all of them 
there was a suspicious history of marginal ulcera- 
tion. It is more than likely that marginal ulcera- 
tion is the forerunner of: stomal stenosis and 
atresia. 

All ulcers bleed, but when one of them is labeled 
a “bleeding” ulcer the term visualizes a type that 
may lay claim to being a surgical curiosity. It pre- 
fers the rear wall of the stomach or duodenum and 
bleeds at times with a certain regular or even sea- 
sonal periodicity. When it determines on a pro- 
fuse hemorrhage it does not appear to make any 
difference to many of them whether an artery is 
under or at a distance from, the lesion. If the 
ulcer be excised bleeding sometimes occurs from a 
new ulcer or if unable to reproduce itself that way it 
will bleed from the edges of the stoma. Another 
one may bleed profusely a number of times making 
operation seem imperative to patient and surgeon. 
He performs an abdominal section, finds that he can 
not do anything effective, closes the belly and then 
the patient makes a permanent recovery. Gastro- 
enterostomy has been done a great many times for 
bleeding ulcers and they have never bled again but 
many of them are not at all influenced by this oper- 
ation. On the other hand, an ulcer which had 
never bled before gastro-enterostomy may do so in 
a most annoying and persistent way thereafter. 
These facts clearly demonstrate that the “bleeding” 
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ulcer is not of the same nature or causation as the 
others. At present we are obliged to content our- 
selves with such opinions as seem justified in the 
premises. Many years’ observation have led me 
to believe that the “bleeding” ulcer represents the 
lesion of dysendocrine causation. Some of my 
cases showed clear-cut evidence of mild hypothy- 
roidism whereas the other type is often associated 
with a mild hyperthyroid activity; others hypo- 
adrenal, some others severe gonad insufficiency, still 
others the dyspituitarismic syndrome. Most of 
them were pluriglandular, but in some an endocrine 
element could not be defined. All observers agree 
that the endocrine system is improved by suffi- 
ciency of rest, especially in the recumbent position. 
Years ago I noticed that there were not many 
“bleeding” ulcers which would not heal when the 
patient was put to bed for twelve to sixteen weeks. 
All post-operative cases seen in the last eight years 
upon which a clear endocrine indication could be 
made out have permanently recovered when such 
therapy was added to the rest cure. The rest of 
them have not. The +-ray can not diagnose the 
earliest stages of malignancy and when a clear en- 
docrine disturbance can not be made out the safest 
way is to hold a “bleeding” ulcer as a cancer sus- 
pect and act accordingly. There will not be many 
mistakes. Whether Balfour’s cautery excision 
will stand the test of time remains to be seen, al- 
though the reports raise high hopes that a valuable 
means has been added to surgical therapy. 


The surgical management of gastric and duo- 
denal ulcer is one of the most complex questions 
the practitioner is called upon to resolve. The 
high percentage of disappointing end-results is evi- 
dence that an intensive and comprehensive study 
of the whole problem as it appears in each indi- 
vidual is the only way that the outlook can be 
bettered. 


Tue INCIDENCE oF HERNIA. 


The relative importance of the radical cure of 
hernia can be appreciated when we realize that six 
per cent. of the adult male population suffer from 
some form of hernia. Nearly three million people 
in the United States are or have been sufferers 
from hernia in its various forms. A radical surgi- 
cal operation, properly performed by a skilled sur- 
geon, will cure from 95 to 98 per cent. of those so 
afflicted. In the hands of less skilled operators a 
recurrence in 10 per cent. of the cases may be ex- 
pected—Cuartes T. SouTHer, jn the Medical 
Record. 7 
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PHYSIOLOGIC METHODS IN THE TREAT- 
MENT OF VARICOSE ULCERS. 


R. J. Bewan, M.D., F.A.C.S., 


PirrsBurGH, Pa. 


Varicose ulcers are the result of circulatory stag- 
nation at the point where the ulcer occurs. This 
stagnation is the result of some obstruction in the 


return circulation of the internal saphenous or the © 


femoral vein to such a degree that the normal val- 
- yvular action is overcome and the whole weight of 
the column of blood presses down upon the veins 
of the leg, thus causing an engorgement and pas- 
sive congestion at this point. 

It may happen also that the superficial veins of 
the leg communicate with the deep veins by com- 
municating branches, so that the circulatory stagna- 
tion from the backward pressure is increased by 
the onward flow of blood, either from the deep 
veins of the leg through communicating veins, or 
by an upward pressure from the capillaries and the 
vessels from the foot and around the ankle. 

To correct and overcome this stagnation it is 
necessary in the latter type of cases, that the down- 
ward pressure through the saphenous vein be over- 
come, and that the excess pressure from _ the 
branches communicating with the deeper vessels be 
destroyed; also that the other vessels extending 
from the foot and the ankle to the diseased area be 
severed. (See figure 1). 

To do this it is necessary, first, to section the 
saphenous vein, to cut and remove as many of the 
deep communicating branches as can be found on 
the fascial tissue of the leg, and then by means of 
an incision, bracketed around the ulcerated area, 
to cut off communication with the enlarged vessels 
of the foot and the ankle. All vessels leading into 
the ulcerated area are sectioned. 

In some very obstinate ulcers, it is just possible 
that a deep, communicating vein may pass almost 
from the base of the ulcer directly through the deep 
tissues of the leg to one of the deeper veins. 

This vessel, as a rule, can be defined. It must 
be sectioned in case it cannot be defined. 

It is well after having followed the technic de- 
scribed above, to sever the communication between 
the tissues beneath the base of the ulcer and the 
deeper supporting fascia. For this purpose, a fine, 
narrow blade knife should be used. 

There is some danger of infection in this pro- 
cedure, but if the ulcer has been healed, or has been 
‘properly cleansed and prepared, the danger of in- 
fection is not great. The bracketed incision made 
around the ulcer should not be continuous but 


should be interrupted by gaps, so that some of the 
tissues remain free at the end of each incision, as 
shown in figure 1. 

Some of these ulcers are very slow in healing. 
This may be stimulated by using skin grafts, de- 
rived from various parts of the body. 

The proliferating epithelial margin of an indolent 
ulcer has special advantages in skin grafting: 

In the first place it is very active in its growth. 
The need for nutrition is less, and it is able to con- 
tinue growth ‘with nutrition supply inadequate for 


Fig. 1—Photograph showing bracketing incisions. 


the ordinary epithelial cells. Besides, it is accus- 
tomed to the location in which it is to be placed. 

It has also been subjected to the bathing of pus 
from the ulcerated area and it is immune to the 
secretions produced by this area. | 

Its resistance is much greater than other epithe- 
lial tissue from any other location in the body. 

Another factor of importance in the use of an 
epithelial area in skin grafting, is that the skin mar- 
gins of an old indolent ulcer are not sensitive. 
Small pieces may be removed and the patient does 
not feel it. 

The technic for these epithelial grafts is as fol- 
lows: 

The ulcerated area is rendered as aseptic as pos 
sible, and care is taken that granulations are not ex- 
cessive. They should not extend above the level 
of the lowermost epithelial layer. If they do, they 
should be shaved down to a level below that of the 
marginal epithelium. 

After the wound has been thoroughly sterilized 
and the granulations are again active, the knife is 
run along under the margin so as to lift up the 
epithelium bordering the wound. 

After this is done there is considerable bleeding. 
This should be controlled by pressure. After a few 
minutes it ceases. From the margin, small pieces 
of the bluish epithelium are cut, at a distance of 
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every quarter of aninch. They should be about a 
quarter of an inch in diameter. 

These pieces are then placed at equal distances 
over the prepared area. They should not, how- 
ever, be placed more than half an inch from each 
other. 

When applied to the granulating surface they 
should be pressed down on the prepared bed with 
slight pressure. 


placed, the entire area is protected by ‘an elevated 
(See figures 2 and 3). 


dressing. 


Fig. 2—Diagram of grafts removed from the margin of a varicose 
ulcer and applied to its surface. 


Enough warm salt solution or Ross’s solution is 
allowed to drip upon the wound through the per- 
forated protective cello-silk to keep the wound 
and the grafts moist. Heat is very useful if ap- 
plied with hot-water bottle over the protected 
surface. No pressure should be applied over the 
wound. Heat may also be applied by a hot-air or 
steam generator, so that the surrounding temper- 
ature is kept at least 90° F. to 100° F. The moist 
temperature as generated by steam keeps the wound 
surface from drying. 

Above all, it is absolutely necessary that no trac- 
tion nor pressure nor dragging should be exerted 
upon the surface of the wound. Also, the dress- 
ings should not be permitted to come in contact 
with the grafts. 

The best method and most successful used in 
skin grafting is to allow the grafts to be exposed to 
the sunlight, care being taken, however, that they 
do not become dry. This exposure to sunlight may 
be through a glass protective dressing, an ising- 
glass dressing, or through one of the cello-silk 
dressings, which are on the market at the present 
time. The heat may also be in the form of hot- 
water bottles under the bed-clothing. 

The above method supplies all essentials in the 
healing and growth of tissues, which are, moisture, 
heat and nourishment. | 

These conditions are met first, by supplying mois- 
ture from the salt solution. The serum exuding 
from induced hyperemia in the base of the ulcer 
supplies the nourishment, (the serous transudate 
May be increased by Bier’s hyperemia). 


After the grafts have all been: 


In some cases hyperemia may do harm by pro- 
ducing an excessive congestion with the formation 
of excessive granulation tissue. 

The last requirement for growth is met by sup- 
plying the heat from the body, and keep up the 
external temperature by surrounding the part with 
artificial heat, in the form of hot-water bottles or 
steam or hot-air packs. 

Sunlight is beneficial. We supply it through 
protective and transparent dressings. 

The removal of the small pieces of tissue from 


oF utcer. 


Fig. 3—Protective dressing applied over skin grafts. 


the margin of the wound does not hinder in any 
way, the rate of healing of the wound, because the 
interval between the tags, which project into the 
ulcerated area is quickly filled. This interval is 
covered much sooner than is the interval between 
the individual grafts on the ulcerated area itself. 

The study of the drawings will illustrate very 
clearly the method and the technic of the grafting. 

Tissue regeneration may be further increased by 
artificial means. In addition to the factors which 
I have mentioned above, there is a vital principle 
involved in tissue cell reproduction, in that some- 
thing is present either in cells or in the surrounding 
media which stimulates living cells to reproduce 
themselves. 

This substance is produced by the death of the 
cells of the same type as the cell stimulates. It is 
by means of this cellular stimulation that the cellu- 
lar structures of our body are kept at the same 
level or are increased to an abnormal degree. 


This cellular element has been termed cadaverin 
by Ross and other workers. Ross finds, however, 
that theobromine will act in somewhat the same 
way. After considerable study he has elaborated 
a paste which he applies over the areas where there 
is a tissue defect, in order to stimulate cellular re- 
production. It works beneficially, as I have in 
many instances proved to my satisfaction. There- 
fore, in the above instances where it is necessary 
to perform skin grafting, possibly the application 
of a thin layer of Ross’s paste over the ulcer base 
may be of value in stimulating both the growth of 
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1939, 


the epithelial cells, which we graft on to the base, 
and the growth of the tissue cells in the base itself. 

Substances stimulating cellular proliferation are 
termed by Ross “‘auxetics.”” Some of them are so- 
lutions of atropine, quinine, cadaverine, theobro- 
mine. For practical purposes of application Ross 


devised both solutions for swabbing and a paste for _ 


application. 

The solution for swabbing is of sodium chloride 

4 gram, sodium citrate 1 gram, theobromine 1 
gram, water 100 c.c. 

The paste has the following formula: sodium 
chloride 0.9 gram, sodium citrate 1 gram, tyrosin or 
theobromine 1 gram, sodium bicarbonate 1 gram, 
water 100 c.c. 


SOME PRACTICAL POINTS IN 

INDUSTRIAL SURGERY. 

Wickes WasHBurRN, M.D., 

Surgeon, Central Railroad of New Jersey, 
Jersey City, N. J. 


MINOR 


Industrial surgery, especially since the compen- 
sation laws have been in operation, has come to be 
a distinct branch of surgery. The effort to save 
members, the restoration of function, as when a 
bone has been broken with resultant loss of joint 
motion, and the lesser but still important feature— 
both to the injured man and to the company for 
which he works of getting a man back to work as 
soon as conditions will permit, and the keeping of 
men at work even immediately after injuries of 
many kinds, have all taken on increased impor- 
tance. 

In dressing fingers I have found two items of 
much importance. 

When a finger is presénted mashed, more or less 
completely, at the end and the nail loosened or gone, 
the wound should be cleaned as well as possible, 
but if bleeding can be checked otherwise no stitches 
should be taken. Dress with gauze. 
being somewhat styptic as well as antiseptic, I pre- 
fer it for medication. If the traumatism is suf- 
ficiently severe and there is not enough sound flesh 


to strap the dressing to, the gauze is held in place 


by a bandage. If the trauma is not too severe it is 
held on by adhesive straps tightly enough applied to 
stop hemorrhage. Unroll about a foot of the 
bandage, and then begin to bandage from the ‘roll, 
thus retaining two parts of the bandage, one going 
each way from the wounded finger by which the 
bandage be pulled tight on the first turn and sub- 
sequent turns as long as the extra end is needed for 
that purpose. When no longer needed for counter- 


Boracic acid - 


traction, the short end of the bandage should be 
applied in the opposite direction about the finger 
to the other end of bandage and an application, 
once around, first of one and then the other end 
until ready to tie bandage, and, of course, there are 
thus two ends to tie with. without splitting. In 
bandaging on any part of the body where the knot 
would be cumbersome, I apply in the same man- 
ner, but cut down an edge of each end sufficiently to 
make for a proper sized knot. The next day these 
dressings should all be soaked until they fall off ; of 
course, sterilized water is best, but pure running 
water of the right temperature, under which the 
man holds the injured member, is generally all right, 
the surgeon or nurse simply removing the layers as 
they become loosened. It is often well to slit up 
one side before soaking. When the dressings are 
completely removed, clean the finger if necessary to 


_ remove any dirt that presents itself, dust the wound 


with boracic acid, cover with a thin piece of gauze, 
and cover this with a thick layer of cotton held in 
place by a finger stall. Allow this dressing to re- 
main two days unless pain develops. 

It will be found that members thus dressed heal 
promptly. Because of unrestricted circulation and 
because of free drainage, infection seldom, if ever, 
takes place. 

The cotton as above worn makes a pad for the 
injured finger or toe and the man often loses no 
time at all from work and suffers no stiffness of the 
finger. 

In wounds by poison barbed wire the cut, no 
matter how deep, if hemorrhage can be controlled, 
should not be stitched. The edges of wounds so 
caused, will be found after a few hours to have a 
seered-over appearance. An absolutely open and 
non-restricting dressing presents the best chance of 
good results. My own preference is cotton for the 
first covering after medicating, and then gauze held 
on by adhesive strips, using care to leave an abund- 
ance of space, not covered, for free drainage. If 
hemorrhage be severe, I prefer one deep stitch 
with heavy thread tied tight to remain twenty-four 
hours. 

The same kind of a stitch is of great advantage 
in some cases where there is not known to be ally 
poisoning, as where a fracture is suspected—of the 
skull, for example, where bleeding is profuse and 
immediate operation cannot be performed. 

In either of these cases the heavy stitch is re 
moved, in the latter case as soon as operation caf 
be performed, and in the first as soon as hemort- 
hage is controlled, as in case 2555. 

There are many times when men have to bt 
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treated where instruments are not at hand and ex- 
perience often points to a way even if not the usual 
one; for example, I have found that in removing a 
small foreign body from the eye, when not too 
much imbedded, that the finger well cleansed 
and softened with warm water and then dried, fur- 
nishes a good means. With the eye-lids well re- 
tracted, draw the fleshy pad, say, of the middle fin- 


ger gently across the eye ball over the offending | 


foreign body and generally you will find the latter 
adhering to the finger. 


Case 1467, C. H. K. Injured October 27, 1915. 
Referred to me for examination December 22, 1915. 

Left hand entireiy useless, all joints of all fingers 
of that hand ankylosed almost completely; no vol- 
pacrid movement; much lack of mobility of hand 
itselt. 

Prognosis: The man should be able to return to 
work in about two weeks. Hand soaked morning 
and evening for fifteen minutes in hot water and 
manipulated every second day. Returned to work 
on January 9. Hand and fingers perfectly mobile, 
and strength returning. The man has been at work 
continuously and the hand is in as good condition 
as its normal mate. He plays the piano now as 
well as ever. No permanent disability. 


Note: This man had been in the hands of five 
different physicians and spent over $200. 


CasE 273, W. H. H. Injured May 20, 1914. Man. 
referred to me for examination: on several occa- 


sions when in the hands of other physicians and 
finally on November 15, 1916, referred to me for 
treatment. On all the former examinations stump 
of great toe had remained unhealed from May 20, 
1914, to November 15, 1916. 


_ Treated with boracic acid and petrolatum vase- 
line and gauze held on with one strip of adhesive 
plaster over the end of the stump and one around 
the stump not tightly held in place. Improvement 
Was immediate, but with several minor drawbacks. 
Treatment changed to alum salve and surglet as 
soon as the skin covering began to appear. 


Discharged perfectly cured, all stumps, well cov- 
ered with skin, May 9, 1916. When seen several 


‘months later no breaking down had taken place. 


A pad was made of cork, covered with cotton and 
finally with cloth to take the place in the shoe of 
the missing toes. 


Case 1707, C. D.C. An iron worker was 
brought in with hands covered with dirt and grease. 
Right thumb dislocated at first joint and bone 
broken about an inch back of the dislocated end, 
the bone having cut its way through the flesh and 
nearly all of the broken bone, one inch long, lying 
outside the skin and in the dirt and grease. The 
thumb was thoroughly cleaned and after again dis- 
infecting my hands, the bone was returned to its 
Proper place. Tendons were not torn much, if 


any. The thumb dressed and splinted with wooden ~ 


tooth picks (a kind of splint I like and use very 
much on fingers and toes). 


The man made an uneventful recovery with all 
functions of the thumb normal, and he lost but 
twenty-four days from work—although, of course, 
it was feared amputation would be necessary. The 
cost to the company for compensation to the man 
was only $10. The case shows again the wisdom 
of the policy which calls for trying under all cir- 
cumstances to save an injured member. 

In another case an engine wheel ran upon a man’s 
heel, crushing the os calcis. In response to my 
pleading at the hospital where the man was taken, 
amputation was not performed. The os calcis — 
came away and the man recovered with a defective 
foot and somewhat shorter left leg than right. By 
fixing a pad in the heel of the shoe, proper in size 
and in material, the man walks without noticeable 
limp. 

Case 2555. T. B. Man brought in nearly en- 
sanguinated from a deep cut across the left wrist 
on the palmar side. The bleeding was profuse, the 
large veins at the wrist were completely severed. 
Two large veins were ligated and hemorrhage from 
the wrist controlled by deep suture. The wound 
was cleansed, disinfected and dressed with boracic 
acid gauze. The stitch was removed after twenty- 
four hours, cotton was applied next the wound. 
No more hemorrhage. The wound had been made 
by a meat cleaver, but no infection took place and 
the man was entirely recovered in twenty-four 
days. He worked, however, pretty continuously 
losing only three days immediately after the injury. 


These matters are offered not as all new,- but 
possibly presenting some new combinations of 
ideas. 

The one thing that in my cases has seemed to 
save more money for the company than any other is 
the early and persistent and, withal thorough man- 
ipulation of joints, even before the parts are healed, 
taking care not to manipulate too frequently. My 
experience leads me to manipulate every second 
day, and if any inflammation is set up every third 
day. 

(Note: Incidentally as it has been, this 
was done during the period of the war.) 

The two following cases were cured without 
loss of time or member where ordinarily amputa- 
tion would have been performed. 

Ease 6367. Injured April 23, 1919. Right in- 


dex finger was mashed at the end, the nail was 
off, the bone denuded and the flesh gone for some 


work 


‘distance, probably one-half inch. Cured with no 


loss of substance, and no deformity. 

Case 6381. April 29, 1919. Right middle fin- 
ger crushed at the end, bone denuded, but no loss 
of substance. The man lost no time. Discharged 
cured with no deformity. 


An inflammatory enlargement of the anterior 
thoracic lymph glands may be mistaken for a tumor 
of the upper, outer quardrant of the breast. 
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STAPHYLOCOCCIC SEPTICEMIA; PERI- 
VERTEBRAL ABSCESS; A CASE 
REPORT.* 

Wma. Gaucu, M.D., Attending Physician, 
and Joun W. Gray, M.D., Pathologist, 


St. Michael’s Hospital, 
Newark, N. J. 


CasE History (By Dr. GaucH#). 


A. V., a well-built man, 27 years of age, was ad- 
mitted to St. Michaels on the afternoon of Septem- 
ber 19, 1919. He died September 21, 1919, late in 
the evening. 

His previous history gave only an attack of influ- 
enza while in the army eleven months before. 

His present history dated from the day of his dis- 
charge from the army, five months before, when he 
began to have frequent headaches and pain along 
the upper spine. About a week before he came to 
the hospital he began to have fever, pain in the neck 
and some stiffness in the neck, the arms and the 
legs, and he noticed an apparent induration along 
the right side of his neck. 

Physical examination showed a well developed 
young man, acutely ill, who seemed to have difficulty 
in breathing and some difficulty in swallowing. Pu- 
pils equal and reacted to light and accommodation. 

Ears: normal, and hearing good. 

Tongue: dry and heavily coated. Teeth: good. 


Tonsils and pharynx inflamed and granular red 
as sometimes seen in streptococcic sore throat. 

Lungs: increased fremitus and faint bronchial 
breathing over small area of right middle lobe. This 
was not constant. 

Heart: rapid and irregular; otherwise negative. 


Abdomen: soft, no pain, no rigidity, no rose spots. 
Extremities : arms somewhat rigid but all motions 


of shoulders, elbows, wrists and fingers free. Same 


of both hips, knees, ankles and toes; knee jerks ex- 
aggerated; Babinski reflex and ankle clonus nega- 
tive. 

Tenderness along sterno-mastoid on right side, 
increasing to sharp pain on deep pressure as pro- 
gressing back to the spine, and yet no definite thick- 
ening or mass could be felt. 

Urine: sp. gr. 1024, cloudy, alkaline, trace of al- 
bumin, no sugar, no casts. 

Blood count: 14,800 white cells: 93% polynu- 
clear. 

Spinal Fluid: under increased pressure; clear in 
appearance; globulin negative; Fehling’s normal; 
microscopic negative; spinal Wassermann test 
negative. 

X-Ray Examination for suspected spinal caries 
negative; no evidence of any erosion of the verte- 
brae. (Area examined, first cervical to 3d dorsal). 

Blood Culture: after twenty hours showed nu- 
merous colonies on both agar plates and broth, o 
staphylococcus pyogenes aureus. 


* Presented before the Essex County Anatomical and Patholog- 
ical Society, October, 1919. 


Widal reaction: positive and prompt. Th 
Examination of eye grounds negative. throu 
Examination of ear drums and mastoids negative, and t 


Temperature A.M. P.M. ota 
Ist day 103.2 104 out. 
103.4 105 
mM. 104 105 The 

Pulse varied between 100 and 124. emia, 
scesse 


DIFFERENTIAL DIAGNOSIS: 

The positive Widal reaction meant nothing, for 9 
the patient had been in the army and inoculated : 
against typhoid and paratyphoid. Abdomen not Sect 
distended; no rose spots. presen 

Meningitis: No real rigidity of neck. Spind— tng 
fluid findings negative. Eyes and ears negative throug 
No involvement of the extremities. , The 

Pneumonia: The findings were too inconstant. next e 

Deep retro-pharyngeal abscess was considered the ta) of 
most likely diagnosis, but examination by laryngol- he ¢ 
ogists could not confirm this diagnosis. 

This young man was rational on admission. He 
rapidly became dull, then stuporous and died inf 
complete coma. nei pharyn 

I wish: to compliment Dr. Gray on his complete® was as 
and careful autopsy in this case, for, but for his 
thoroughness the final diagnosis would have been 
“staphylococcic septicemia of unknown origin.” post-pt 

The brain, mastoid, frontal sinuses, tonsils, phar- found 
ynx, larynx and heart were, on gross examination, pharyn 
negative. front < 

The lungs showed hypostatic congestion. 

The liver, spleen and kidneys slight secondary 
changes. . pharyn: 

I regret that no throat culture was taken dur the ton: 
ing life, for in having a blood culture taken, I wa into th 
looking for a streptococcic blood infection, eithef and sin 
viridans or hemolyticus and was rather doubtful off history 


the staphylococcus report, suspecting possible corf not be 


tamination. conditio 
diseased 
PATHOLOGICAL REporT (By Dr. Gray.) the prin 


Autopsy No. 68, St. Michael’s Hospital. tonsils, 

This case was clearly one of staphyloccocctth 4, 1 
septicemia and pyemia, the focus of infection: glands 
perivertebral abscess of neck. tissue o: 

The blood cultures taken before death weth adjacent 
strikingly positive after 18 hours. The 6 aga * 
plates were all thickly dotted with colonies, thos artery, i 
in the depth of the media being dark in color aig Mrves— 
showing no hemolysis. The surface colonies wet§ Spinal ag 
golden in color and were surrounded by slight r8§ Thence | 
of hemolysis. Smears showed the characteris] con; 
arrangement and staining of staphylococcus. Smeas teach th 
from the broth cultures showed the same charactér. the 
istics and no chain formations. Subcultures showtlg Yettebral 
the same. Hence, the diagnosis from those cultut®§ Case whe 
was clearly staphylococcus aureus. _ | 9 autop: 

The post-mortem examination revealed two # Fr 
portant findings: first, an abscess around tH tha ap 1 
third and fourth cervical vertebrae, left side; # t infec 
ond, evidence of pyemia. long tin 
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The abscess was revealed only after cutting 
through the deep muscles of the back of the neck, 
and the laminae of the vertebrae mentioned. The 
amount of pus was not large, 2 or 3 drams oozed 
out. It was thick, yellow, and examination showed 
numerous staphylococci present. 


The second important finding, evidence of py- 
emia, was demonstrable by small peribronchial ab- 
scesses of the lungs and yellow spots throughout the 


spleen. Microscopic study of the heart muscle and 


liver showed minute abscesses in both. 


Sections from the tonsillar tissue showed the 
presence of the pus. There was also an_ inter- 
esting round-cell perivascular proliferation present 
throughout the liver, probably syphilitic. 

The diagnosis having been established we should 
next endeavor to trace the infection from its por- 
tal of entrance into the blood stream. I doubt if 
this can be definitely done. The fact that the 
tonsils contained pus proved nothing because most 


of the tonsils that I section contain pus. The whole 


pharynx was inflamed, perhaps the naso-pharynx 
was as much so. 


Post-pharyngeal abscesses originate from the 
post-pharyngeal lymph nodes. Those nodes are 
found on each side of the pharynx, between the 
pharynx and the longus capitus muscles, and lie in 
front of the upper two vertebrae. Their effer- 
ents are from the nasal cavities, sinuses, naso- 
pharynx, Eustachean tubes, tympanic cavities, and 
the tonsils, although the tonsils drain more directly 
into the submaxillary glands. The middle ears 


_and sinuses contained no pus and there was no 


history of antrum disease. The nasal cavities can- 
not be ruled out although with an inflammatory 
condition present in the pharynx and a history of 
diseased tonsils the most logical conclusion is that 
the primary focus was in the tonsils or pharyngeal 
tonsils. 


An abscess formed from the post-pharyngeal 
glands would spread out in the loose connective 
tissue of the post-pharyngeal fossa in which or 
adjacent to which are found the internal carotid 
artery, internal jugular vein, and the following 
herves—pneumogastric, sympathetic, hypoglossal, 
spinal accessory and farther out the phrenic. 
Thence burrowing backward between the longus 
colli and scalenus anticus muscles the pus could 
teach the Space containing the vertebral artery and 
vertebral vein where pus was encountered in this 
tase when cutting through the laminae at the time 
of autopsy. 


From the history of the casé we may conclude 
that infection took place in the posterior pharynx 
@long time prior to admission to the hospital and 


that symptoms were not alarming until the blood 
stream became infected. Just how the organism 
got into the blood stream one cannot definitely 
determine.* The septicemia was undoubtedly of 
short duration judging from the vast number of 
organisms in the circulating blood and from the 
very young abscesses in the organs. Many times 
in the later staphylococcus septicemias the blood 
cultures are negative since the cocci are quickly 
absorbed by the organs. 

The staphylococcus aureus is the most patho- 
genic of the three pathogenic staphylococci. It 
gives rise to poisons which hemolyse the red cells. 
The principle poison, however, seems to be due to 
endotoxins arising from the bodies of the staphyl- 
ococci themselves. 

The muscles of the pharynx are innervated by 
the spinal accessory except the inferior constrictor 
which is innervated through the vagus. The 
muscles of the trachea and esophagus are also in 
nervated by the vagus. I have been asked if 
pressure on these nerves may have caused difficulty 
in swallowing and if pressure on the phronic may 
have caused labored breathing. I believe the diffi- 


culty in swallowing was more probably due to the 


direct pressure from the inflammatory process 
posterior to the constrictors. It was a difficulty 
rather than a paralysis as I understand it. The 
respiratory difficulty was undoubtedly due to toxins 
affecting the respiratory centers and to extensive 
pulmonary congestion rather than as a result of 
pressure on the phrenic nerve. 

A more direct route to this abscess would have 
been through the side of the neck posterior to the 
sternomastoid muscle and the carotid sheath, the 
route a surgeon might have taken had he known 
the exact condition as found at autopsy. 


* In discussion Dr. Barkhorn stated that all post-pharyngeal 
abscess infections reach the blood stream through the pterygoid 
plexus, thence into the cavernous sinus. 


EAR, NOSE AND THROAT ISSUE. 

The May issue of the Journat will be devoted to the 
surgery of the ear, nose and throat, and will contain the 
following contributed articles: New Intranasal Procedures 
for the Correction of Deformities of the Nose Success- 
fully Applied in Over 1,000 Cases, by Gustave J. Tieck, 
New York; Nose and Throat Practice in Asia Minor, by 
George L. Richards, Fall River, Mass.; The Labyrinth, 
by Isidore Friesner, New York; Surgery of the Tonsil, 
by Edwin S. Ingersoll, Rochester, N. Y.; The Surgical 
Correction of the Aquiline or Hump Nose, by Seymour 
Oppenheimer, New York; Chronic Ear Suppuration of the 


Intermittent Type, by Charles R. C. Borden, Boston; 
Sinus Thrombosis, by Samuel Kopetzky, New York; A 
Discussion of the Submucous Resection of the Nasal Sep- 
tum, by W. Meddaugh Dunning, New York; Some En- 
doscopic Procedures, by Charles J. Imperatori, New York; 
Nasal Sinus Surgery, by Max Unger, New York. 
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THE DIAGNOSIS OF CALCULOUS .PROS- 
TATITIS. 

It seems curious that many of the larger text- 
books on urology quite ignore the subject of pros- 
tatic lithiasis, and that among others that deal with 
it more or less extensively, including also individ- 
ual articles and monographs, differential diagnosis 
is scarcely considered. Indeed, it would appear 
from the literature that in most of the recorded 
cases the diagnosis was made more or less by acci- 
dent. 

Whether the formation of prostatic stones may 
be a purely biochemical process, independent of in- 
fection, has not been established. At any rate, when 
calculi have formed, inflammatory changes take 
place in the gland—fibrous tissue growth and, some- 
times, suppuration. Clinically, therefore, as well as 
pathologically, we must have in mind the conception 
not merely of calculi in the prostate but of a calcu- 
lous prostatis. The symptoms may be much like 
those of a bladder stone, of a bladder tumor, of a 
suppurative non-calculous prostatitis or of a ure- 
thritis ; but though the symptoms of prostatic calculi 
thus vary considerably in character—and also in 
severity—they are sufficiently definite to lead to a 
correct diagnosis, if carefully analyzed and inter- 
preted. 

A fairly common, but by no means constant, 


symptom of prostatic calculi is pain, either of a con- 
tinuous aching character or, more often, intermit- 
tent, referred to the perineum, the testicle or the 
inguinal region, and sometimes aggravated at stool. 


- Such pain can be traced to its source by a system- 


atic examination of the urine, the anus and rectum, 
the prostate and other genital organs, the inguinal 
rings and, if need be, the urethra and bladder. The 
pain may be referred to the tip of the penis and as- 
sociated only with micturition—before, during or 
after the act—or with coitus. Such a symptom de- 
mands an investigation of the lower urinary tract. 
Occasionally the sole symptom is pain in the glans 
penis when the bladder is full, disappearing with 
micturition. 
Hematuria, usually terminal, may be caused by 
a stone projecting into the prostatic urethra or the 
bladder. Whether it may be produced by calculi 
wholly within the gland the case reports do not 
make clear. | 
In other cases the symptoms are those of a pros- 
tatitis or cystitis—dysuria, frequency and pyuria, 
the first portion of the urine being especially cloudy. 
Prostatic massage will show that the pus comes 
from that organ if the symptoms arise from a cal- 
culous prostatitis. There may be even a spon- 
taneous urethral discharge. If pus containing no 
gonococci is found in the prostatic fluid of an in- 
dividual who has for years been free of any local 
infection a calculous prostatitis should be suspected. 
Small calculi entering the canal from the gland 
may be passed on urination. Retention of urine, 
perineal suppuration and fistula formation are rare 
complications of blockage of the urethra by a pros- 
tatic stone. 
' Upon rectal’ palpation the prostate may be found 
of normal size and contour and not unusually sensi- 
tive, or it may be enlarged, irregularly nodular or 
lumpy, and exquisitely tender. “JLumpiness” and 
great tenderness are very suggestive, but by no 
means diagnosti¢ of stones, since they may arise 
from other conditions. Crepitation of the concre- 
tions-as felt by the examining finger is diagnostic. 
A metallic sound passed into the urethra will e1- 
counter a stone extruded or extruding from the 
prostate but the sensation is of surface contact only 
rather than the distinct “click” often imparted by 
a calculus free in the bladder, which is suggestive, 
at least, in differentiating the two. The doubt caf 
be further resolved by cysto-urethroscopy—which is 
indicated in a case with any of the above symptoms 
not otherwise satisfactorily explained. 
- Roentgenography is also an important part of the 
diagnostic examination. It will reveal calculi if 
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present. If the shadows are quite small, numerous 
and discrete, it is a fair presumption that they are 
produced by prostatic rather than vesical stones. 
But these small shadows may be so conglomerated 
as to give the appearance of a single, large, bladder 
stone. The differentiation, however, can be made 
thus: If a roentgenogram of the unemptied bladder, 
exposed with the patient in the level supine or re- 
versed Trendelenburg position, shows a shadow or 
group of shadows in the region of the neck of the 
bladder, and a second roentgenogram, exposed with 
the patient in the Trendelenburg position and the +- 
rays passing in the same relative direction, shows 
the shadow in the same place as before, the stone 
or stones are fixed in the prostate or the prostatic 
urethra or in a diverticulum behind the prostate. It 
may also be helpful in differentiating the shadows to 
make an exposure on a flexible film passed into the 
rectum in a thin hard-rubber or wooden cylindrical 
speculum. Lying closer to the stones than a plate 
under the buttocks, such a film will secure a sharper 


image of them. It will, too, give a fair suggestion 


of the outline of the prostate and of the urethral 
gutter. If doubt still remain concerning the vesical 
or prostatic location of the stones the cystoscope 
will settle it. 


Surgical Suggestions 


- Lordosis and waddle gait in a child are charac- 
teristic of congenital dislocation of the hip. 


’ Inguinal hernia in a female infant is apt to con- 
tain the ovary. 


Before operating for intestinal obstruction’ or 
peritonitis, always wash out the stomach, whether 
or not there has been vomiting. | 


Acute abdominal symptoms, suggesting appendi- 
citis, not infrequently are manifestations of the 
early stage of an exanthem, e. g. measles. 


With a scrotal hydrocele determine, by palpation 
and transillumination, that the testicle is of normal 
size. Fluid collection in the tunica vaginalis is 
common with neoplasm of the testis. 


Boracic acid powder dusted freely into a wound 
and on the surrounding skin will promptly cause 
the disappearance of bacillus pyocaneus contamina- 
tion. Two or three daily applications are usually 
sufficient. 
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Progress in Surgery 
A Résumé of Recent Literature. 
Edward Bleier, M.D., Abstract Editor. 


A New Operation for Pyothorax. A. C. SrracHAurR, 
Minneapolis. Minnesota Medicine, March, 1920. 


Strachauer presents one of two articles in Minnesota 
Medicine on the closed method of treatment for empy- 
ema. The other article is by Manson, of Worthington, 
Minnesota. The author believes that the primary opera- 
tion for pyothorax should endeavor to provide for: 1 
Adequate drainage; 2. Approximate medication by irri- 
gation; 3. Prevent the ingress of air and the attendant 
pneumothorax and cavity formation; 4. Provide nega- 
tive pressure suction to thoroughly remove the discharges 
and to aid in expanding the lung. 

The author has devised a simple trephining operation, 
whereby a small button of rib is removed. A snug fit- 
ting, stiff drainage tube is inserted into the pleural 
opening, and negative pressure is maintained by siphonage. 

Strachauer claims the following advantages for his 
operation : 

1. Trzphining a rib is much more simple than resec- 
tion of the ribs. 

2. Mutilation, deformity, and spur formation with fixa- 
tion to the adjoining ribs, is avoided. 

3. Continuous, even negative pressure may be main- 
tained, preventing pneumothorax and its attendant evils. 

4. The negative pressure aids in the expansion of com- 
pressed lungs and cavity obliteration. 

5. The function of all non-consolidated lung is. con- 
served. 

6. All discharges are collected in the receiving bottle, 
obviating the necessity of repeated dressings.. This 
means much to the patient’s comfort and cleanliness. 

7. The suction prevents the accumulation and retention 
of pus in the pleural sac, and the absorption of the con- 
tained toxins. 

8. The likelihood of introducing secondary infections 
is less than in open drainage. 

' 9, Provision is made for the anti-germicidal and solv- 
ent action of the Carrel-Dakin irrigations. 
10. When the infection has subsided and the pleural 
sac sterilized, a functionating lung capable of filling the 
thoracic cavity has been preserved. : 


Chronic Gonorrheal Seminal Vesiculitis. Cimron K. 
SmitH, Kansas City. The Urologic and Cutaneous 
Review. March, 1920. 


Smith presents a most rational paper on this subject. 
It is based upon wide experience both in private and 


.army practice. His conclusions from his work are: 


1. Involvement of the vesicle occurs in a high per- 
centage of cases of posterior gonorrheal urethritis, 

2. As ordinarily treated, approximately 75 per cent. 
of cases of gonorrhea become posterior. 

3. Military experience has demonstrated that both 
of these complications can usually be avoided; but that 
to avoid vesiculitis it is necessary to avoid posterior 
urethritis. 

4. Gonorrheal epididymitis is dependent upon previous 
vesicle infection, and to solve the problem of vesiculitis 
is to solve the problem epididymitis. : 

5. Gonorrheal infection of the seminal vesicles is 
largely responsible for the frequent recurrence of gonor- 
rheal urethritis, many times long after an apparent cure has 
been affected. 

6. In vasotomy, and vaso-puncture with vesicular medi- 
cation, we have the most potent weapon with which to 
attack chronic vesicle infection of the gonorrheal type. 
It must be borne in mind, however, that a coincidental 
prostatitis and posterior urethritis are exceedingly com- 
mon, and these must receive proper attention in order 
to successfully terminate the case. | 

7. Vasotomy and vesicular medication should not be 
reserved as a procedure of last resort, but should be 
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applied as soon as a positive diagnosis of vesicle infection 
is established. 

8. Vasotomy and vaso-puncture is not a cure-all for all 
types of vesicle infection, but is highly effective in cases 
of gonorrheal type. But in cases of long standing, where 
other varieties of infection have superseded the gonorr- 
heal involvement, and gross pathological changes have 
occurred in the vesicle, it is of questionable value. 

9. If skillfully performed, the operation does not pro- 
duce occlusion of the vas with subsequent sterility. 


New Technic for Restoration of Hypospadias, by a 
One Stage Operation; Tunnelization With a Graft 
of Skin (Nouvelle Technique pour la Restauration 
en une Séance des Hypospadias Etendus, per la Tun- 
nelization avec Gwreffe Dermo-Epidermique.) Nové- 
speeeaND, Lyon, France. Journal d’Urologie, January, 
1920. 


The author reports his immediate and remote results 
in the cure of cases of hypospadias, by the method to 
be described. In 35 cases of hypospadias and 5 cases of 
epispadias, he was able to restore the urethra in 37. In 
7 cases in which he was able to report late results, he 
noted the following. The penis had a normal appearance, 
micturition and erection were without difficulty. There 
was some difficulty in ejaculation, because the newly 
formed urethra was apt to be irregular, and lacked 
erectile tissue. Here is no cicatrization, because the new 
urethra is formed of soft skin, resembling that of the 
external auditory canal. As a rule the canal maintains its 
original caliber. Occasionally a slight stricture may form 
at the junction of the old and the restored urethra, but 
such strictures yield easily to dilatation. 

The operation consists of three parts, all done at one 
sitting. These are, first, suprapubic cystotomy; second, 
preparation and insertion of the graft; and third, closure 
of the meatus. 

1. Supra-pubic cystotomy is performed according to the 
_usual technique. 

The Graft. An incision 6-8 cm. in length is made 
on the inferior surface of the penis and scrotum, with 
the opening at about the center of the incision. The skin 
is dissected upon either side, and the urethra exposed. 
The urethra is incised down to the lower angle of the 
skin incision. A trocar is now plunged from the distal 
end of the urethral opening, under the superficial fascia, 
and out through the glans penis at the desired point, 
thus forming the tunnel for the preparation of the graft. 
The trocar is now withdrawn, leaving in place the can- 
nula, which is used as guide for dilators to slightly dilate 
the tunnel prepared. ; 

A ribbon shaped graft is now taken from the thigh. 
This should be about 3-4 cm. in width, and of sufficient 
length to fit the tunnel allowing for one-third shrinkage. 
The graft is now wound around a Nelaton sound, 16-20 
F. according to the age of the patient. The cutaneous 


surface of the graft is in contact with the catheter. The* 


gtaft may be wound spirally, or attached like a cigarette 
paper. A few ligatures serve to fix the graft to the 
sound. The graft and sound are now drawn into the new- 
formed canal by a special tunnelled sound and forceps. 
The posterior extremity of the Nelaton sound projects 
poe the posterior end of the incision and serves as a 
rain. 

3. Closure of the hypospadias opening. The skin inci” 
sion is closed by means of Galli tubes and fine bronze 
aluminum sutures, according to the technique of Duplay, 
in order to avoid fistula formation. 

Post-Operative Care. The usual treatment of cystotomy 
wounds. The bladder is kept open until the graft carrier 
is removed (8-10 days). e bladder closes in 2 to 3 
weeks. The sutures and graft carrier are removed in 
8-10 days. Micturition is at first through the perineal 
opening of the incision; but soon  re-establishes itself 
through the new urethra. , 


The Extra-Peritoneal Abdominal Incision for Tumors 

Kidney. (Der Extraperitoneale Bauchschnitt 

bei Nierengeschwiilsten.) Konrap Horrman, Cologne, 
Germany. Zentralblatt fiir Chirurgie, October, 1919. 


Hoffman calls attention to the difficulty of delivering 
a large kidney through the customary lumbar incision. 
To remove a kidney of unusual enlargement through such 
an incision, usually requires reduction of its size, either 
through operation or morcellation, both undesirable pro- 
cedures. In addition the exposure of the vessels is apt to 
be rather difficult. The other alternative has been the 
transperitoneal incision of Saenger. This has the ad- 
vantage of easy delivery of the kidney, and exposure of 
the vessels. However, it necessitates the division of the 
posterior peritoneum, and perhaps the mesocolon, with 
the concurrent danger of injuring the vessels to the 
large intestine. Hoffman proposes, therefore, an incision, 
that is anterior and extra-peritoneal, which combine the 
advantages of anterior and extra-peritoneal approach. 
When a kidney is enlarged to any considerable degree, 
the peritoneum and colon are usually pushed so far to 
the midline, that a pararectal incision is really extra- 
peritoneal. 

The advantages of such an incision are: 1. The pa- 
tient is in the recumbent position, which is a great con- 
venience for the operator. 

2. The pararectal incision spares muscles. and nerves 
and can easily be enlarged. 

3. The exposure of the renal vessels and vena cava 
is absolute. The vessels can be’ tied in full view. 

4. The exposure of the ureter is very simple amd can 
be easily attained if necessary. 

The suture of the abdominal wall is easy. 

If drainage is necessary, it is attained through a pos- 

terior stab wound. 


The Protection of the Skin from Pus, Urine, Chemicals 
or Any Other Irritating Material by the Use of Sheet 
Rubber Adherent to the Skin. Awnceto Soresst, New 
York. Surgery, Gynecology and Obstetrics, March, 1920, 


This device described by Soresi, is of value in thoraco- 
tomy, cystotomy, colostomy, etc. Before the operation, 
the intended line of incision is marked out, the skin is 
cleaned and dried with ether and painted with a solution 
of rubber cement; dissolved in about five parts of ether, 
for about 2 cm. all around the intended line of incision. 
To the skin so prepared is applied a piece of sheet rub- 
ber of sufficient size to cover the area of skin that might 
later come into contact with the irritating material. The 
sheet rubber is gently pressed against the skin, as it is 
done when a patch is put on a rubber glove. The sur- 
geon then makes the incision in the usual manner, ob- 
viously first cutting the sheet rubber, then the skin and 
deeper structures. Along the line of incision, the sheet 
rubber will have adhered to the skin, so that no material 
that could come out of the wound, would ever touch the 
skin, which in this manner is completely protected from 
the contact with any irritating material. The applica- 
tion of the sheet rubber must be made so as to have 
the rubber adhere well to the skin. The skin must be 
dry before the application of the rubber ether cement, 
which must be perfectly dry and clean; the sheet rubber 
must be compressed against the skin, so as to make it 
adhere completely without any air under it; if the ether 
cement solution is very thin, it is better to apply two or 
three coats of it before applying the sheet ru ioe. Tinc- 
ture of iodine should not be used to sterilize the skin. 
If the skin needs only to’be protected for a few days, the 
— cement solution applied rather thick will be suf- 

cient. 


Post-Operative Intra-Abdominal Adhesions — Some 
Causes and Prevention. ArrHur E. Brentamin, Min- 
neapolis. The Journal-Lancet, March, 1920. 


Benjamin covers the more or less familiar ground of 
causes of adhesions, adding to the already existing fac- 
tors, the part played by oral sepsis. The most important 


- points in his article are: 


Oral sepsis plays a most important part in the causa- 
tion of intraabdominal adhesions. 

A preliminary period of preparation of a patient for 2 
laparotomy should be adopted, where possible, to get the 
case in a favorable condition for operation, by eliminat- 
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ing primary foci of infection and to remove any disease 
that might interfere with a good recovery from the opera- 
tion. 

The z-ray should not be. neglected as a means of 
diagnosing the condition of the teeth, as well as the size, 
position, mobility, and possible diseases of portions of 
the gastro-intestinal tract. 

A laparotomy performed during which any attempt is 
made to correct adhesions of the abdominal viscera, may 
Forty in failure, unless the primary cause is remedied 

rst. 

A colitis must not be neglected, nor gastro-coloptosis in 
a case in which abdominal adhesions are present. 

A bowel that is crippled and fixed in a faulty position 
by firm bands may have to be operated on to obtain the 
maximum results. 

All raw surfaces should be thoroughly covered at the 
time of operation with unimportant contiguous structures, 
especially in cases where local infection or intraintestinal 
sepsis exists. 

Ali infected areas must be well drained, and all tissue 
that will indefinitely harbor infection must be completely 
excised in doing a laparotomy. 

Work must be performed carefully, quickly, and with 
as little exposure of healthy tissue to intection, from with- 
in or without, as possible. 

Care should be observed to avoid injuring the peri- 
— by instruments, gauze, chemicals, and rough hand- 
ing. 

The peritoneum must be closed in such a way that gaps 
er rents cannot occur. 

Intraabdominal tension following a laparotomy should 
be mear the minimum. 


On the Results of Bridging Gaps in Injured Nerve 
Trunks by Autogenous Fascial Tubulization and 
Autogenous Nerve Grafts. Harry Pratt, Man- 
ehester, England. British Journal of Surgery, Janu- 
ary, 1920, 

In eighteen operations in which fascial tubulization 
combined with autogenous nerve grafts, fascial tubuliza- 
tion alone, and autogenous vein tubulization (one case), 
were used, there was a complete absence of any clinical 
sign of recovery. The shortest period over which obser- 
vations were made was four months, the longest period 
twenty-six months. 

Secondary exploration in four cases showed complete 
silence of the nerve trunk to direct faradic stimulation. 
End-to-end suture was accomplished in all after exsec- 
tion of the bridged segment. 

At the re-exploration operations, partial or complete 
obliteration of the lumen of the fascial tube was noted. 

In two specimens examined histologically, one, a tubuli- 
zation alone, showed obliteration of the lumen of the tube 
by fibrous tissue in which no nerve fibres could be found. 
In the second, a graft and tubulization combined, nerve 
fibres were present in the centre of the obliterated tubule 
eighteen months after the operation. There was no sign 
of continuity between the proximal and distal ends through 
this strand of nerve fibers. : 

The early re-exploration of all graft and fascial-bridge 
operations is advisable. 


The End-Results in Partial Amputations of the Foot. 
S. T. Irwin, Belfast. British Journal of Surgery, 
January, 1920. 


_Irwin notes the difficulty of fitting patients with par- 
tral amputation of the foot with even a moderately useful 
appliance. His experience is that partial amputations of 
the foot are unsatisfactory in functional end-result. Be- 
cause of the loss of the anterior pillar of the arch an 
equinus of the stump develops. The Lisfranc operation 
is therefore bad and the Chopart amputation (midtarsal) 
is still worse. The Pigrogoff osteoplastic amputation is 
inferior to Syme’s amputation because, among other rea- 
sons, it makes a stump so long that when a fitting is 
applied the good side needs to be elevated. Faraboeuf’s 
and Guyon’s ankle amputation are also inferior to Syme’s. 
With Irwin’s judgement of partial foot amputations 
Many surgeons in the war are in agreement.] 


The Arthritides and Focal Infection. Virncit P. Greney, 
New Be The Journal of Orthopedic Surgery, Febru- 
ary, 


_ Gibney discusses the subject in a general way, present- 
ing several cases of arthritis due to focal infections. His 
conclusions are: 


1. A focus of infection should be diligently sought 
for in every case of arthritis where tuberculosis, malig- 
nancy or trauma are not self-evident as causes or at least 
controlling factors. 

2. A monarticular arthritis demands the same pain- 
staking investigation as does a polyarticular, for one can 
never tell when the former may merge into the latter. 

3. While the finding of a focus and the proper handling 
of the same may not be followed sooner or later by re- 
lief, one can not assume that the infection is at an end. 

The arrest of the infection does not mean that the 
exudates in and around a joint will disappear unless or- 
thopedic measures are employed to bring about resolution 
and restoration of function. 

The finding of one focus does not mean that this 
is the only focus bearing on the case. It must be remem- 
bered that many organs are exposed to bacteria of a pus- 
producing nature and that a careful study of these or- 
gans should be the rule. 


Paracentesis of Uterus in Hydramnios. (Uber Punktion 
des Uterus bei Hydramnion.) E. Wormser, Basel. 
Zentralblatt fiir Gyndkologie, February 7, 1920. 


In a patient who in four previous pregnancies had lost 
the child from acute hydramnion in the seventh or eighth 
months, Wormser attempted to relieve the excessive dis- 
tension by transperitoneal puncture. By means of a small 
trocar he was able, under ethyl choride spray, to remove 
1600 ccm. of liquor amnii. This relieved the distension 
slightly. However, as in previous pregnancies, fetal 
movements ceased a few days later. One month after- 
ward, fetal death being certain, labor was induced by 
rupture of the membranes. 

The author had hoped by repeated punctures to keep 
the distention of the uterus within reasonable limits, thus 
relieving the subjective troubles of the mother and also 
affording better circulatory conditions for the fetus. 


Book Reviews 


A Text-Book of Physiology, for Students and Prac- 
titioners of Medicine. By Russet: Burron-Oprrz, S. 
M., M.D., Pu.D., Associated Professor of Physiology, 
Columbia University, New York City. Octavo; 1185 
pages; 538 illustrations. Philadelphia and London: W. 
B. Saunpers Company, 1920. 


The author quite evidently aimed to produce, for the 
use of the medical student and practitioner, a text-book 
of physiology preeminent for its completeness and prac- 
ticality. He has succeeded in this effort, in spite of the 
difficulties of a task which necessitates the sifting and 
coordinating of an enormous mass of observations, ex- 
periments and literature. Success was attained at some 
sacrifice; a Spartan self-control alone could preserve the 
author from at least occasionally deviating from his 
course of brevity and broaching some controversial sub- 
ject. Yet full cognizance is taken of all important theo- 
ries, the newest acquisition from thé chemical and physical 
laboratories are incorporated in the text, clinical applica- 
tions abound, the literature is adequately quoted and even 
comparative physiology is not forgotten. The diagrams 
freely used aid conciseness and clearness. The direct 
application of physiology to medicine emphasized through- 
out, will doubtless be welcome to the medical student as 
an aid (by means of association) in learning physiology 
and an assistance in explaining much that is of impor- 
tance in modern medicine. 

The wealth of material dealt with does not lend itself 
to critical review. No originality is aimed at or attained 


- except in the method of presentation. The illustrations 


are old favorites chosen, with judgment, from many clas- 
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sical sources. The chapters dealing with the circulation 
and those on the glands of internal secretion are especi- 
ally full and adequate. The short chapter on the auto- 
nomic nervous system is clear and concise—no mean test 
of an author’s ability at presenation. 


Industrial Medicine and Surgery. By Harry E. Mock, 
B.S., M.D., F.A.C.S. Assistant Professor of Indus- 
trial Medicine and Surgery at Rush Medical College. 
Large octavo; 799 pages; 210 illustrations, Philadelphia 
and London: W. B. Saunpers Company, 1919. 


Industrial development has manifested itself along the 
lines of conservation of health to a remarkable extent 
during the past few years. The humanization of indus- 
try has been reflected in the development of a phase of 
medicine that has become a vital factor in the public 
health movement. No man has had a larger experience 
than Dr. Mock and his book is a splendid presentation 
of the result of his experiences together with his broad 
conception of the nature, theory and practice of industrial 
medicine and surgery. 

The volume is divided into six parts dealing respectively 
with Industrial Health Service, Prevention, Industrial 
Medicine, Industrial Surgery, Compensation and Insur- 
ance and Reconstruction. Every chapter is replete with 
a wealth of information, statistical demonstration and 
constructive suggestion as regards the particular topic un- 
der discussion. Whether discussing the epidemiology of 
industry, the organization of the surgical dispensary, or 
compensatable hernia, there is evidenced a rational point 
of view and a clear understanding of the importance of 
interpreting theoretical considerations in practical terms. 
‘No single book has thus far been issued which approaches 
Mock’s value in breadth of view or extent of practicality. 
The wealth of illustrative material and the carefulness of 
compilation make it at once a most valuable and authori- 
tative volume for all interested in a comprehensive un- 
derstanding of industrial medicine and surgery as an ex- 
pression of communal effort in the field of health preser- 
vation, accident prevention, and industrial betterment in 
the interest of employers and employees involving nu- 
merous problems of interest and importance to the medical 
profession. 


The Narcotic Drug Problem. By Ernest S. BisuHop, 
M.D., F. A.C. P., Clinical Professor of Medicine, New 
York Polyclinic Medical School; Member, Narcotic 
Committee, Conference of Judges and Justices of New 
York State; etc. Octavo; 136 pages. New York: THE 
MACMILLAN GomPAny, 1920, 


Narcotic addiction has attracted much attention par- 
ticularly because of legislation and practice regarding it. 
The various opinions concerning the subject vary from 
an indictment of the drug habit as a crime to a belief in 
its existence as result of a disorder of personality. Thus 
far there is no agreement as to the basis of drug addic- 
tion nor is there certainty as to. the best mode of attack- 
ing it. Bishop’s point of view may be defined as fol- 
lows: “A definite physical disease condition, presenting 
constant and definite physical symptoms and signs, pro- 
gressing through clean-cut clinical stages of development 
explainable by a mechanism of body protection against 
the action of narcotic toxins, accompanied if unskillfully 
managed by inhibition of function, autotoxicosis and auto- 
toxemia, its victims displaying in some cases deterioration 
and psychoses which are not intrinsic to the disease, but 
are the result of toxemia, and toxicoses, malnutrition, 
anxiety, fear and suffering.” 

Upon this definition is based a consideration of narcotic 
drug addiction, its mechanism and method of handling. 

The chapter devoted to the discussion of the Relation 
of Narcotic Drug Addiction to Surgical Cases and Inter- 
current Disease, is of particular value for an appreciation 
of the part that narcotic addiction may play in compli- 
cating surgical progress or in interfering with the satis- 
factory recovery of the patient. The author believes in 
the necessary administration of opiates to those who are 
not addicted, for the control of an emergency or for 
other indications recognized by competent physicians and 
surgeons. He also advises the administration of opiates 


to those with the opiate addiction disease “until such time 
as their disease can be arrested by competent medical 
care of their addiction-disease mechanism.” 

The entire volume is replete with illustrations from the 
experiences of the author and evidences his thoughtful 
attitude toward this group of unfortunates who are suf- 
fering from a lack of rational handling. There is a hope 
that the medical profession after reading this volume 
will make a greater and more intelligent effort to ap- 
preciate the clinical effects of this condition and endeavor 
to meet the problem upon a more understanding plane. 
It is fundamental, as well expressed by Dr. Bishop, to 
recognize that physician and patient should approach the 
problem on the disease level rather than that of inherent 
degeneracy or criminality. The author has made a most 
presentable argument that offers some degree of hope 
not merely to the addict but to all who are concerned with 
this problem. : 


Fatigue Study. The Elimination of Humanity’s Great- 
est Unnecessary Waste. A First Step in Motion Study. 
By Frank B. GrpretH, Member of American Society 
pd Mechanical Engineers; Member Franklin Institute, 
etc, and M. GrrpretH, PH.D. Duodecimo; 
169 pages; illustrated. New York. THe Macmiian 
Company, 1919. 


The part that fatigue plays in industrial accident has 
received considerable attention. More stress has been 
placed upon the physiology of fatigue than upon prac- 
tical studies to secure its elimination. For this reason 
Gilbreth’s book is of particular value. The subject mat- 
ter is developed on the basis of a long experience and 
represents a rational program of simple and_ effective 
measures for attacking the fatigue problem in a scien- 
tific manner. The author emphasizes the need for fatigue 
surveys, the measurement of fatigue and the making of 
adjustments through standard practices to eliminate it 
by the institution of numerous devices and appliances 
that go beyond the ordinary efforts for the control of 
lighting, heating, ventilation, fire and safety protection. 


The chapter devoted to motion study and the standardi- 
zation of work and rest is exceedingly suggestive and 
possesses value in connection with the organization of 
hospital work. The book does not aim to be conclusive 
but is strongly indicative of the necessary trends in the 
management of workers, equipment, and tools and_ the 
motion they involve in so far as they are related to -les- 
sening the needless fatigue bound up in industrial effort. 
The general scope of the book is broad and the pro- 
gramme suggested is constructively practical. 


Autobiography of an Andro; . By Eart Lino, (“Ralph 
Werther”—“Jennie June. Edited with Introduction 
by ALrrep W. Herzoc, Ph.B., A.M:, M.D., Member of 
the New York and New Jersey Bar; Editor of the 
Medico-Legal Journal. Duodecimo; 259 pages; 5 il- 
lustrations. New York: THe Mepico-LecaL Journal. 


An androgyne, as the name implies, is an individual with 
the primary sexual determinants of a male, but with more 
or less of the secondary physical characteristics of a fe- 
male, and with female psyche and sex inclinations. The 
opposite type of inversion is termed a gynander. Neither 
of these is an hermaphrodite, as the word is now used. 
The autobiography of this androgyne is rather the con- 
fession of innumerable homo-sexual debauches. It is not 
pleasant reading. It is written as a plea that the sexual 
invert is to be pitied, not scorned. The thoughtful phys- 
ician, at all familiar with the subject, will cheerfully agree 
that the homosexualist is indeed to be pitied. That the 
invert—or the pervert (it does not seem easy to draw 4 
line between them), whose impulses are uncontrollable, 
should not be segregated, that his practices are innocent 0 
harm to those whom he induces to indulge with him, the 
reader of these confessions will not so readily admit. ‘The 
book does emphasize, however, one important lesson t? 
physicians, viz., not to recommend as a means of curing 
homo-sexuality that an androgyne should enter into mat- 
riage with a woman, or a gynander with aman. Such mar- 
riages are disastrous. 
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